Objective: This study aimed to explore older peoples' attitudes towards, and understanding of, psychotherapy and their willingness to seek out psychological services for themselves. Method: A total of 14 older adults, 10 women and 4 men, aged from 65 to 89 years, participated in semi-structured interviews which were guided by a set of open-ended questions. Results: Thematic analysis identified three themes: the GP as the primary but problematic access point; unfamiliar terminology/familiar concept; and changing attitudes/lingering stigma. The General Practitioner was identified as the primary contact for accessing mental health services. Most participants were reluctant to disclose emotional concerns to their doctor and GPs were seen as responsible for initiating discussions about mental health. Lack of enquiry by GPs, short consultation times and unfamiliarity with psychological terminology were considered barriers for accessing treatment. Participants mostly held positive and accepting views of psychotherapy but a lingering stigma, based on historical values of stoicism and self-reliance, was evident. Reductions in societal stigma were attributed to increased exposure to mental health information via the media, however, participants appeared to confuse psychological services with counselling as this was a term that most were familiar with. Conclusions: Health professionals need to be mindful of the terminology they use when communicating with older adults about mental health to avoid confusion. Media initiatives do lead to improved mental health literacy and a reduction of the stigma around mental illness but they also need to distinguish between available services, for example, counselling and psychological services.
What is already known about this topic 1 Older adults underutilise mental health services 2 Older adults prefer to seek help from their GP but present with somatic symptoms 3 Stigma towards mental health problems and treatment acts as a barrier to accessing psychological services
What this paper adds 1 Older adults see the GP as the primary point of contact for mental health concerns but are unlikely to voluntarily disclose mental health issues during consultations. The GP is seen as being responsible for identification of mental health problems and referring for treatment. 2 Participants perceived a lingering stigma around mental health problems and treatment based on historical context. 3 Media campaigns such as the Beyondblue campaigns are important for reducing societal stigma and increasing mental health literacy, however, this research suggests that older adults do not distinguish between counselling and psychological services. These are assumed to be one and the same. Future campaigns could focus on making this distinction clearer.
Depression and anxiety are significant causes of psychiatric morbidity among older people with estimated prevalence rates of 10-15% for community-dwelling older adults and up to 52% for those living in residential aged care (Australian Institute of Health and Welfare, 2015) . Older people often face stressors such as the death of loved ones, role loss, social isolation, reduced financial resources, declining health, loss of independence and fear of death that are not as common in younger life (Clark et al., 2012) . Although reported rates of mental illness are lower than younger adults, suicide rates are often higher among older adults (Fiske, Loebach Wetherell, & Gatz, 2009 ) suggesting a real need for mental health care in this population. However, older adults underutilise these services (Crabb & Hunsley, 2006) . Explanations for low-access rates for mental health services among older adults are complex and varied. Research, mostly from Australia, the United States (US) and United Kingdom (UK), has tended to focus on late-life depression and has identified several barriers to access of psychological services including: affordability (Pepin, Segal, & Coolidge, 2009; Robb, Haley, Becker, Polivka, & Chwa, 2003; Wuthrich & Frei, 2015) ; transportation and physical access for older adults with limited mobility (Pepin et al., 2009) ; stigma regarding mental illness and mental health services (Solway, Estes, Goldberg, & Berry, 2010) ; ageist attitudes among both General Practitioners (GPs) and older adults (Burroughs et al., 2006) ; low levels of disclosure of emotional problems in medical consultations (Dew et al., 2007) ; and low levels of detection of late-life mental disorders in the primary care setting (Burroughs et al., 2006) . Gonçalves, Coelho, and Byrne (2014) reported that the older Australians in their study, preferred to seek help from their GP for mental health issues and will visit them more frequently than younger people, yet depression is detected less often in older adults. Furthermore, there is a tendency among GPs to focus on physical rather than mental health (Watts et al., 2002) particularly during time-limited consultations (Burroughs et al., 2006) . Older people tend to present emotional distress as somatic symptoms but often suffer co-morbid physical illness complicating the GP's task of differential diagnosis (ChewGraham et al., 2012; Murray et al., 2006; Watts et al., 2002) .
Ageist attitudes among GPs have also been identified as contributing to low-detection rates with depressive mood states perceived, by some, as inevitable and understandable in later life (Burroughs et al., 2006; Chew-Graham et al., 2012) . Research from the US by Sarkisian, Lee-Henderson, and Mangione (2003) found that older adults who attributed depression to ageing were four times more likely to believe that it was not important to discuss depressive feelings with a doctor. The normalising of depressive symptoms in later life also contributes to low expectations of treatment efficacy among GPs, with depressed older people being less likely than their younger counterparts to be referred for psychotherapy (Alvidrez & Arean, 2002; Fischer, Wei, Solberg, Rush, & Heinrich, 2003) .
When mental health problems are recognised in the primary care setting and referrals are generated for psychotherapy, older people may not act on those referrals. Hadas and Midlarsky (2000) found that of 319 older adults from the US referred for psychotherapy in their study, 60.4% did not follow up on their referrals. Those who adopted a "compensatory model" (a belief in personal responsibility for solving one's own problems but not causing them) were more likely to reject referrals. A common attitudinal barrier to seeking help is the desire to handle problems independently (Mackenzie, Pagura, & Sareen, 2010) . Beliefs around self-reliance and stoicism can inhibit older adults accessing professional mental health services (Switzer, Wittink, Karsch, & Barg, 2006) . Stigmatising attitudes towards mental illness and treatment services are particularly strong among older adults for historical reasons (Solway et al., 2010; Woodward & Pachana, 2009 ). Segal, Coolidge, Mincic, and O'Riley (2005) found that older adults were more likely than their younger counterparts to perceive the mentally ill as embarrassing and lacking in social skills. Other studies, however, have failed to find evidence of pervasive stigma and have identified positive attitudes among older people towards mental health services. Robb et al. (2003) found that older participants believed access to mental health services was important despite being unlikely to access the services themselves. Stigma was one of the least influential barriers to seeking mental health services among both younger and older participants in Pepin et al. (2009) . While Sirey et al. (2001) found that perceived stigma only predicted treatment discontinuation among older adults even though they reported less stigma than younger adults.
There is increasing recognition that patients' views of mental health treatments are an important factor to consider in the effort to increase utilisation of services (Pettigrew, Donovan, Pescud, Boldy, & Newton, 2010) . Previous literature tends to be limited to studies that assess older peoples' opinions about whether psychological treatment is required or not, rather than their perceptions and understanding of the purpose and nature of psychotherapy. There is a need for further research examining older peoples' attitudes towards, and understanding of, psychotherapy and their willingness to seek out psychological services for themselves. Attitudinal research has largely been restricted to older people endorsing items on scales, however, a more in-depth understanding is needed to explore potential barriers to accessing mental health services. Much of the previous research has also been conducted in the US which has a different mental health system and different mental health media campaigns than Australia.
This study aimed to use a qualitative approach to explore older community dwelling Australian's perceptions of psychotherapy. A qualitative methodology was deemed appropriate for the purposes of this research as it allows for more in-depth, discovery-oriented research.
Method Participants
This study comprised 14 participants aged between 65 and 89 years (M = 79.5; SD = 6.64), 10 women and four men, from New South Wales, Australia. Eight participants reported previous knowledge of psychotherapy, but mostly counselling, through receiving treatment, completing education and/or providing pastoral care/counselling. Only two of these had experience with psychology, one through individual research on the topic (Carol) and one through completion of an education degree which comprised some psychology units (Eliza).
Procedure
Ethics approval for this study was provided by the Faculty of Art's Human Ethics Committee at Charles Sturt University. Interviews ranged from 50 to 90 min in duration and were conducted by the first author in participants' homes. Interviews were guided by a set of open-ended questions (see Table 1 ). Interviews were digitally recorded. Potentially identifying information was removed and pseudonyms were assigned during transcription. For purposes of transparency and accuracy, each participant received a copy of their own transcript to review and provide feedback. No participants submitted feedback.
Data were analysed using thematic analysis, drawing primarily on Braun and Clarke's (2006) guidelines. Transcripts were read several times and items of particular significance to the participants and those of potential importance to the research aims were coded. Codes were collated according to similarity of content, forming 16 candidate themes (Braun & Clarke, 2006) . Through repeated review of the transcripts and field notes, these were collated to form three primary themes. Primary themes underwent a process of refinement and definition through reviewing collated data extracts for relevancy and consistency and integrating material from the primary and secondary literature review. The authors acknowledge their own influence on the data collection and analysis. The final results, therefore, reflect our understanding of the participants' perspectives.
Results
The thematic analysis revealed three themes, the GP as the primary but problematic access point, unfamiliar terminology/familiar concept, and changing attitudes/lingering stigma.
Theme 1: The GP as the Primary but Problematic Access Point
The first theme entails the perception the participants had of the GP as the primary point of contact for accessing psychological services and the problems this can pose. When asked about how to access psychotherapy, most participants identified the GP as the main point of contact.
I would say that [GP] would be the first point because…how would you pick a name out of the yellow pages or a hat and say…you don't just walk in off the street and make an appointment with a shrink (Ellen).
Ellen's comment revealed a sense of uncertainty about how to choose a mental health professional. Direct referral was inappropriate. The GP was, therefore, seen as the source of advice and referral.
The GP was a trusted advisor and decision maker who would determine what was needed in terms of treatment. For example, when asked about how people might go about accessing psychotherapy, Hugh stated:
Why would I go to a psychologist or a psychotherapist? I'd go because at one of the regular visits which I pay to my GP he'd say 'you've got a problem and I think you ought to go and have a talk to so and so.'
Hugh believed his GP would identify a problem and direct him to an appropriate person for treatment. The GP was not only the key point of referral but also the primary diagnostician and authority regarding mental health problems and treatment.
For some participants, the GP's advice was to be followed without question. For example, Alice spoke about her unquestioning acceptance of her doctor's advice and manner:
I mean I respect him and what he tells me I believe him. He never gives me any sympathy (laughs), he always puts me in my place. So I live with it, I don't question him.
For Alice, the GP is a figure of authority to be revered and followed without question. But she is happy with this relationship.
If older people identify the GP as the primary point of referral for psychological services, and tend to trust and accept their advice, then the GP plays an important role in determining whether they receive appropriate treatment. In this study, two participants had sought help from their doctor for mental health problems in the past. One participant, Ellen, had been diagnosed by her GP with depression. She was prescribed antidepressant medication at the time. The GP never discussed psychotherapy as an option over the 10-12 months that she received treatment:
As it turns out I wasn't bad enough for the medication not to work and so…I didn't need to go and talk my problems out with anybody because they just weren't there anymore…if the medication hadn't worked well then the next step would have been to go and do something about it. But I was hoping like mad that it wouldn't happen.
Ellen viewed psychotherapy as secondary in the treatment of depression, to be considered only if medication was ineffective.
Ellen did not want to attend psychotherapy. She was relieved that the medication was effective. Her relief may be due to her perception of psychotherapy as a secondary treatment step which was likely influenced by her GP's treatment decisions.
The other participant to seek help from a GP was Grace. In this instance, the GP did not prescribe medication but referred her to a counsellor:
I went down to the doctor and I said 'what am I going to do to repair this and can I?' and she said 'look I think you'd better go to a counsellor, and we now…have a counsellor upstairs, it's free'. So that's where I went and it was so good. But it was… going to the doctor, because I didn't know who else to go to and she referred me.
Grace went on to explain that her initial experience gave her confidence to seek help from her GP the next time she experienced similar problems. As the counsellor was located within the same medical practice as her doctor access was easy. Grace's GP also made special mention of the fact that the psychological services on offer at the practice were free. Although participants in this study did not see cost as a barrier to access.
Interestingly, although most participants identified the GP as the primary point of contact for seeking help for mental illness, only two (Ellen and Grace) had actually consulted their GP. For others, access was through social and/or professional networks which for the most part, appeared to be connected to religious communities. For example, Eleanora confided in a friend within her local church community about struggling to cope with the loss of her husband and ongoing family problems. Her friend encouraged her to see a counsellor:
I was fortunate, I had a younger friend and she said 'I know a good counsellor' and I thought 'well why not, because I'm not getting any better with this' and so I think I went and visited him for six months and it was the best thing…she knew that I valued my faith journey and she felt that he would be right for me. He was from a Christian background and very skilled…I didn't ask a doctor and I don't know why I didn't do that…probably because I thought I could cope with it.
Eleanora was open to seeking help when recommended by a friend because of the friend's awareness that her religious and spiritual beliefs were important to her.
Penny was aware that the priests at her church referred people to counsellors:
… we were friends with priests who were able to direct us to counsellors and who always did direct us to counsellors.
The church community was Penny's primary social network. Similarly, Carol was actively involved in a church community and received regular counselling as part of supervision arrangements for her pastoral care work:
I go to counselling, supervision counselling, for my own ministry… and she's also a psychologist, you know.
The counselling that Carol received was an integrated part of her ministry so she was able to access it directly. Eliza accessed informal counselling in a similar way when her husband was palliating:
So he was in hospital and I suddenly realised that I was really, really sad…and I thought 'oh God', so I just rang up, because I usually work with people who are either in psychology, but mostly in spiritual direction as well, so I just rang somebody that I know and she said 'up you come'.
Interestingly, although Eliza did not personally seek help from her GP, she thought this was the primary avenue for other older people:
I think the main sort of area would have to lie with their general practitioner…it's the only way I can think of really. But as I say the GPs…you go with a pain in your foot and they say it's not this and it's not that…but nobody asks you 'how's your mental health?' You get your 10-minute, 15-minute visit and then there's a script written out and that's it, you know.
According to Eliza, if the GP did not ask about mental health, particularly in short consults, issues would go undetected.
Participants believed that GPs should enquire about mental health during consults, even if a person presented with a physical ailment. They were reluctant to voluntarily disclose emotional and psychological problems. The GP needed to initiate these discussions.
When asked how older people might initiate discussion of these issues in the primary care consultation Eliza replied:
I don't think they would, I personally don't think they would.
Reluctance to initiate discussion about emotional issues, a reluctance that Eliza perceived as widespread among her peers, suggests that older people do not spontaneously self-report mental health problems. Eliza's point, however, highlights inconsistencies among the participants' perceptions around mental health. On the one hand they are reluctant to discuss mental health with a GP but on the other hand they expect the GP to identify mental health problems if they exist. Consequently, if a GP does not identify an issue then potentially, mental illness will go undiagnosed.
Reluctance to disclose mental health concerns was one barrier to accessing psychological services identified by participants. Other barriers included short consultation times, passive approaches to health care, a focus on physical symptomatology and a lack of enquiry by the GP. Another potential barrier, discussed in the next theme, was nomenclature.
Theme 2: Unfamiliar Terminology/Familiar Concept
Most participants were unfamiliar with the term "psychotherapy," although they recognised what was involved in treatment. Participants were familiar with the term "counselling" but most had never heard the term psychotherapy before:
I wouldn't have a clue I'm sorry…well not psychotherapy. Physiotherapy and all those other ones, I have [heard of], but not psychotherapy (Susan).
Although she had not heard of the term Susan presumed it was associated with the mind. Others had heard of the term but were uncertain about what it referred to: I'm not really sure about that one…I have no pre-conceived ideas… I have [heard of the term]…I guess it's to do with your mental status (Sandra).
Uncertainty may have reflected a time past:
Because psychologists didn't exist when we were growing up…they were pretty well an unknown entity, your doctor was everything really, counsellor, whatever, if you needed an outsider (Carol).
For Carol the GP was the sole source of treatment and support for both physical and mental problems. This perception is consistent with participants' preference, or expectation, of the GP as the primary point of contact for mental health concerns.
Although most participants had not heard of psychological services when they were younger, some had seen psychologists or counsellors during their adult lives. Among those with previous experience, a greater level of familiarity with terminology was evident, particularly with the term counselling. But there was still uncertainty around the term psychotherapy and what it involved. Penny, who had a long history of attending counselling, stated:
Psychotherapy I don't know. Psychology, probably…but is psychotherapy the same? I just don't know what psychotherapy is. I mean I've had counselling over the years at different times, but…I don't know about psychotherapy.
"Counselling," was a term that was seen to be acceptable for older adults. Terms like "psychotherapy" raised concerns:
I think the majority would be afraid of your terminology, of you know…a psychological understanding or perception of anything in their life…they would just switch off, or they would become afraid, 'is there something really wrong with me'? I think they could respond to [counselling]…you see 'he's coming to counsel, he's coming to help me'…'but to understand my mind, I just can't cope with that' (George). In George's opinion, older people would likely associate psychological terminology with serious mental health problems and disturbing treatment procedures.
Despite these concerns, other participants described psychotherapy simply as an unfamiliar term rather than an unacceptable or feared one. Indeed, when the term "psychotherapy" was linked with the term "counselling," in this study, participants demonstrated familiarity with the concept and were able to articulate ideas of what was involved:
I guess probably it is to talk through your problems…or issues that you have…seeking help…and probably direction…and advice. I would imagine having a person listen to you…really, really listen, would be a comfort to the person, to know somebody cared and was interested in how they were…but I would imagine that they would be teaching them strategies on how to cope. Yes, strategically putting them into a place where they might be a little bit more empowered (Sandra).
Participants who had previously received counselling held favourable views of the experience and benefits of the treatment:
So it was a really safe place to go, and that was probably the most important thing, where I could be as angry as I liked, or as despairing as I liked, and I wasn't judged for it (Eleanora).
Trust and the absence of judgement were seen as important aspects of this experience by other participants as well.
Some Participants felt that mental illnesses, such as depression and anxiety were personal issues that needed to be dealt with by the individual:
I think some members of my family, who are older than me…if I said 'have you ever thought of going to counselling or a psychologist?' they would look at me as though I was sick in the head…'I'm not that bad, why would you even think that?' (Carol).
This type of thinking can act as a barrier to accessing services. When invited to elaborate on the sort of problems that may warrant psychological treatment, Alice stated:
If you had a problem that you couldn't live with…it consumed you, then I think that would be what I would call bad. But do you…I mean in reading the little article I read about it, it doesn't have to be that bad for me to want to come and see a psychotherapist? You could just sort me out for…'I've had a fight with my daughter, or my son and he doesn't love me anymore, and I can't understand why' (Alice).
Alice expressed surprise, after reading an article about psychotherapy prior to the interview, that psychotherapeutic treatment may be sought for things like familial conflict. Other participants, however, endorsed a broad range of reasons why somebody may seek psychotherapy:
If they are heavy into drugs or alcohol…if they're depressed…if they've lost their job…if they've had an injury, anything that could be causing them difficulty coping with their life at that time. I guess if they were feeling suicidal…a death of someone very close to them…and a lot of people have problems with families…it can be over money matters and things like that (Sandra)
There was an awareness of a wide range of emotional and mental health difficulties that could be addressed in psychotherapy including issues which might be regarded as less "severe."
When asked what might prompt someone to seek psychological help most participants said depression which indicates familiarity with some psychological terminology which may be a results of exposure to the condition through media advertising of the Beyondblue campaign (a national depression initiative). In fact, most participants mentioned the campaign.
Theme 3: Changing Attitudes/Lingering Stigma
Although most participants agreed that societal stigma around mental health had significantly reduced in recent years, some still perceived stigmatising attitudes as prevalent among their cohort and one endorsed stigmatising attitudes towards mental health treatment. Participants recalled previous stigma surrounding mental health problems and treatment services:
A mental problem was something to be ashamed of really, I think, when I was a girl. Not so much now. I mean I can go back to asylums and things like that…those people were locked up, and they were treated very badly in their day, you know (Alice).
The historical association of mental health treatment with involuntary commitment to mental institutions that Alice spoke of, may contribute to the fear and stigma towards mental health services among older people). Not all made specific mention of institutionalisation, but participants did recall stigma around seeking help for mental health issues:
We were brought up to cope, you got on with your life and you coped. To even admit you're not coping is a dreadful admission for some people, and brings a bit of a shame, you know (Carol).
Carol was raised with strong values and expectations around being able to independently cope with life's challenges. Carol had reported have some understanding of psychology but her views were similar to others who did not:
Back in those days…that's how they coped. People didn't ask people how they felt, they didn't do that. That's how they coped, they kept everything inside…and got on with life. So they're so used to doing that…they continue to do it (Penny).
The participants described a culture that valued stoicism and self-reliance. Penny, despite having a positive view and experience of counselling herself, believed that these beliefs and values were still prevalent among many older people today and probably continued to negatively impact treatment-seeking behaviour. In Sandra's view, the disclosure of emotional concerns to an outsider would be inappropriate:
I don't think they'd [older people] have the confidence to access it and to speak frankly, because you just don't do that…that's a private matter, that's got nothing to do with anyone outside these four walls (Sandra).
Bill, was unsure whether he would actively seek help if he were to experience a mental health problem:
I'd like to think that I would take prompt action, but whether I would or not is another thing…growing up in the Depression years, and then the war came along and all that sort of business. There's thousands of other people around my age who followed the same path, and the general thing was that you get on with the bloody thing, you know, come on (Bill).
Bill referred to his earlier life experiences of living through times of hardship in which bravery and stoicism were highly valued. Seeking help is not ensured because you were taught to "…get on with the bloody thing…."
While participants believed stigma around mental health was still prevalent among older people, only one participant openly endorsed such stigma. Alice spoke of values and beliefs formed in early life that influence her current views:
I think the people in your era are weaker than we were, because we didn't have that, we didn't think to go to a psychotherapist, or we didn't think it was a mental problem. We thought…you'd have to discuss it with the family, or find someone you could talk to about it, or sort it out. I don't say it with disdain, but I think you people know it's available to you so you're weaker, you tend to go to it, you don't sort it out. I think you take the easy way out. We didn't have that opportunity to do those things. And to be quite honest, I don't know how you could sort their problem out any more than they could without trying first (Alice).
For Alice, emotional problems are a personal responsibility to endure and resolve. Seeking help from a mental health professional is a sign of a weak character. There is an assumption here that the individual has sufficient motivation, cognitive ability and self-esteem to initiate and action an effective selfmanagement plan at the time.
Despite perceptions of a lingering stigma among older adults, most participants believed that societal stigma around mental health and related services had improved, particularly in recent years. For example, Eliza spoke about how the publicising of mental health was helping to change peoples' attitudes:
This whole Beyondblue, and the things that are happening now, I mean there's a whole new outlook completely on mental health, and much more acceptance of the fact that it's just another illness… and there's a lot of high profile people too now putting their names up, you know (Eliza).
For Eliza, and other participants, the increased exposure to information about mental health in the media had been influential in reducing stigma. According to Bill:
You've only got to pick up the paper now and there's ads in there, you know -if you're depressed or this and that, or if you've got a family member who needs help ring this number and…Lifeline… Beyondblue…I think it's just developed over time, people take a lot more enlightened view of it…more tolerant of people.
Despite having expressed some uncertainty regarding whether he would seek help himself, Bill believed that there was a greater acceptance in general society and he saw this as a positive change. For others, the reduction in perceived societal stigma had changed their treatment-seeking beliefs:
I think the whole business of counselling and being under a psychologist, psychiatrist etc. is far more acceptable now, probably than it was in my experience anyway, twenty, thirty years ago, 'you're going mad' 'you can't control yourself', all that sort of stuff. I think the emphasis on mental health that we're getting through the media and what-not in the last 6-12 months is, mostly I think very positive. I think I could cope with being involved with a psychotherapist…with counselling, far more easily now than maybe twenty years ago (James).
For James seeking help would be more acceptable now because of the perception that there had been a reduction in stigma around mental health.
While a sense of lingering stigma, particularly around helpseeking, was evident among participants' narratives, there was also a recognition of significant improvements in attitudes across society. Many felt this was attributable to the positive and important influence of media campaigns regarding mental health.
Discussion
The aim of this study was to explore older adults' perceptions of psychotherapy. Three themes, (a) the GP as the primary but problematic access point; (b) unfamiliar terminology/familiar concept; and (c) changing attitudes/lingering stigma, were constructed from the participants' narratives and reflect the researchers' interpretation of these older adults' perspectives. Although discussed separately, there was overlap and interconnectedness between these themes, particularly regarding the accessibility of psychotherapy for older people.
Most participants, including those who had reported some understanding of psychology, identified the GP as the primary point of contact for seeking help for mental and emotional concerns and accessing psychotherapeutic treatment, which is consistent with previous research (Gonçalves et al., 2014; Mackenzie, Gekoski, & Knox, 2006) . Despite this, few actually sought help this way, suggesting there were factors hindering participants from seeking and receiving help in the primary care setting. These factors included historical stigma in which mental illness is seen as a sign of weakness and perceptions of the GP holding responsibility for identification of mental health problems. It also must be noted that, in Australia, Medicare regulations state that referral to a psychologist needs to be through a GP, psychiatrist or paediatrician (Australian Psychological Society, 2018a).
Participants expressed concern that emotional and psychosocial problems may be overlooked in medical consultations due to a lack of enquiry by the GP particularly given short consultation times. Previous research has also shown that some GPs are hesitant to initiate emotive discussions during time-limited consultations (Burroughs et al., 2006) . Participants believed that the GP holds primary responsibility for initiating and encouraging discussion regarding emotional and psychosocial issues, even if the patient's presenting issue is physical. The presence of this patient-practitioner dynamic in the primary care setting is likely to contribute to lower rates of detection of mental health problems, particularly as older people tend to present their distress somatically and suffer from physical comorbidities (Murray et al., 2006; Tait, 2009; Watts et al., 2002) .
GPs' active enquiry regarding emotional and psychosocial issues, however, may not result in disclosure. Participants in this study expressed considerable reluctance to disclose such concerns to their doctor. Although the reasons underlying this reluctance were not always obvious, participants referred to lingering stigma regarding help-seeking for mental health problems based on historical values of stoicism and self-reliance. Values which emphasise personal responsibility for mental and emotional health, have previously been documented as barriers to help-seeking for older people (Chew-Graham et al., 2012; Mackenzie et al., 2010) . Promotion, via media campaigns and in the primary care setting, about how psychotherapeutic treatment can help to improve resilience and ability to cope may, therefore, be particularly important for older adults.
The belief in self-reliance for addressing mental and emotional issues appears to contradict participants' previously mentioned assignment of responsibility to the GP. Indeed the relationship between older adults' help-seeking behaviours and their perceptions of responsibility is complex (Hadas & Midlarsky, 2000) . Given the scarcity of research in this area, and the potential importance in understanding older adults' helpseeking behaviours, further research is warranted to elucidate the effects of perceived responsibility among this population.
The level of unfamiliarity with the term "psychotherapy" observed among the participants suggests that mental health literacy is another barrier in accessing psychological services. Mental health literacy, knowledge and beliefs about mental illness and treatment (Jorm, 2000) , plays an important role in determining whether a person seeks help for these problems. Older people are assumed to have lower levels of mental health literacy, and a limited awareness of psychological treatments and the effectiveness of these treatments, than younger adults (Farrer, Leach, Griffiths, Christensen, & Jorm, 2008) . Use of such nomenclature by GPs or mental health professionals may create confusion about, or fear of, what is involved. Terms like counselling were more familiar suggesting that simpler, descriptive terminology should be used when working with older adults (Murray et al., 2006; Yang & Jackson, 1998) . Although, this may create a problem in that the distinction between counselling services and psychological services is not clear in the mind of some older adults. This was certainly the case in this study. Further research is needed to explore ways of increasing understanding of the difference between the two types of services. Understanding the difference may help reduce the stigma around seeking psychological help in general, but also provide clarity around the types of psychological services that are available.
In contrast with previous literature, however, (e.g., Burroughs et al., 2006; Chew-Graham et al., 2012) , most participants were familiar with the term "depression" and cited it as one of the common reasons a person might seek psychotherapy. Given that participants also made special mention of the Beyondblue national depression initiative, familiarity may be attributable to increased exposure in the media, lending support to the effectiveness of these campaigns for increasing mental health literacy. In Australia, the positive influence of media campaigns was also noted when participants spoke of stigma around mental illness. Although there was a sense of lingering stigma among their own cohort, participants felt that societal stigma had reduced in recent years as a direct result of media campaigns, particularly the Beyondblue campaign.
Despite the identification of the GP as the primary access point, participants with previous experience of counselling had accessed services via their social and professional networks and usually within local church communities. It was the GP's responsibility to identify potential mental health issues and make referrals. However, not for asking for help in relation to these types of issues is problematic. As noted, if the older person is not willing to discuss mental health problems with their GP then it is possible they will not be diagnosed. On the other hand, participants thought it was okay to seek help from within the church. The clergy are often considered primary providers of services for mental health problems (Robb et al., 2003) and the current participants appeared to be aware that this is the case.
Research suggests that religion and spirituality are important for many older adults particularly in helping them cope with loss, physical decline and other adverse situations (Shaw, Gullifer, & Wood, 2016) . Further research is needed to examine what role spiritual and religious beliefs may play in mental health help-seeking behaviours or in coping with mental health issues. It is possible, however, that the pre-dominance of help-seeking via church communities observed in this study is a reflection of an inadvertent recruitment bias. Most of the participants were from retirement villages which had a religious affiliation.
It is important to acknowledge that this study was a small, qualitative study of 14 older adults from NSW, Australia. Consequently it is not possible to generalise the findings to all older adults. Furthermore, a positivity bias may have occurred due to the fact that the sample was self-selected and therefore the likelihood of recruiting participants with ambivalent or negative views about psychotherapy may have been lower.
Despite these limitations, the findings drawn from these older adults' perspectives resonate with previous literature regarding older peoples' perceptions of psychotherapy and they raise important issues regarding access to these services. For these older adults, counselling and psychotherapy were one and the same thing. This suggests that these older adults, and possibly many others, are not aware of what services are provided by psychologists, the different levels of training between the two practices (in Australia, approximately 6 years for psychology and approximately 2 years for counselling) or the registration requirements for psychologists (Australian Psychological Society, 2018b) .
GPs need to be aware that older adults may not spontaneously disclose emotional and psychosocial problems and that some believe that they are responsible for asking about these problems during consultations. Psychologists and other health professionals also need to be mindful of how they describe psychological concepts and treatment as older adults may not understand what they are being told or may be afraid of what treatment involves based on historical context. Media exposure of mental health issues and programs is important for increasing mental health literacy and reducing the stigma that may be attached to mental illness and help-seeking behaviour. Beyondblue is a case in point but further initiatives are required to increase older adults' willingness to seek professional mental health treatment if needed.
